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F 0OG | INITIAL COMMENTS F 000
Complaint investigation #'s 23170 and 25680,
were completed on June 15-17, 2010, with the
annual Receriffication survey at Bethesda Health
Care Cenler. No deficiencies were cited under 42
CFR Part 483.13, Requirements for Long Term
Care retated to the Complaint investigations.
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F 318| 48325(0) ()
§5=D | IN RANGE OF MOTION Increase/Prevent Decrease in Range of Motion
§8=D
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident Reguirement:
with a limited range of mation receives : The facility will ensure that residents with a limited
appropriate treatment and services to increase Range of Motion will reccive appropriate reatment
range of motion and/or to prevent further and sexvices (o increase andlor prevent further
[#] P decline in range of motion.

decrease in range of motion.
Corrective Actign:

1. Resident #3 was referred to therapy services on
/15410 for decline it Range of Motian. ‘Fhe care
plan was updated to reflect the cument reatment.

This REQUIREMENT is not met as evidenced 2. Charts were reviewed on 672310 by nurse
by: management to identify residents with a decling in
Based on medical record review, observation, Ra“E?"If:‘OI%‘O“vC‘;‘S:f‘“Q Saff 10 cm“mmlim‘c

. . o . . potential decline, *s to charge nurse, charge
ang in_ter\fuew, the facifity falled fo prowdg services arse (0 therapy, 50 25 lo have residents sercened
to maintain Range of Motion for one resident (#3) timely.
of twenty-two residents reviewed. 3. In-services beld on 623710, W16/10, and 7/19/10

with nursing staff by the DON regarding the

procedure for referving resicents with a decling in

B . Range of Motien to therapy services for

The findings inciuded: sereening.

4. The Risk Management Nurscor designee will
moniter compliance monthly during random

Resident #3 was admitted to the facility on medical record reviews and bservations.

November 14, 2008, with diagnoses including

Cerebral Vascular Accident, Muscular Dystrophy,

Tracheostomy, and Rheumatoid Arthritis.

1510

Medical record review of the Minimum Data Sets

dated August 27, 2008, November 17, 2009, and

February 11, 2010, revealed the resident had
limitations of thyelg (including hip and knee and

: 5y D.

_ABORATQRY DI /0-\ S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATUF;E TITLE i
FWZ:?;:;M , A A e ASTYIATR A 719/ 1o

any deficiency stalement ending with an asterisk () deylotes a deficiency which lhé i_fgstilution may be excused from cerrecting providing it is detérmu{ed that
sther safeguards provide sufficient protection to the pglients. (See instructions.} Except for nursing hames,llht_e findings stated above are dlscro_sable 90 days
ollowing the date of survey whether or nat a plan of forrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
lays following the date these documents are made/available to the facility. Il deficiencies are ciled, an approved plan of corraction is requisite to continued

nogram paricipation,
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Continued From page 1

the foot} (including ankle or toes) on one side with
fuli Ioss of voluntary movement. Medicat record
review of the Minimum Data Set dated May 1,
2010, revealed the resident had fimitations of the
leg (including hip and knee) and the foot
(including ankle or toes) on both sides with full
loss of voluntary movement.

Medical record review of the care plan updaled
May 1, 2010, revealed no interventions to address
Range of Motion.

Medical recond review revealed the resident was
not currently receiving any iherapy services.

Observation on June 15, 2010, at 3:10 p.m., with
the Minimum Data Set Nurse confirmed the
resident had limitations to the leg and foot on both
sides more on the left side than the right side.

Intérview with the Minimum Data Set Nurse at
315 p.m., at the 300 hall Nurse's station,
confirmed the resident's Range of Motion was as
reflacted on the Minimum Data Set dated May 1,
2010, and indicated a decline In Range of Mation.
Continued interview confirmed therapy [s to be
nofified when a change is noted and therapy had
not been notified of the declinie In Range of
Motion. Further interview confirmed the
resident's care plan did nof have any
interventions to address the decline of Range of
Metion.

Interview with Cerdified Nursing Assistant #1 on
June 16, 2010, at 8:45 a.m., at the 300 hall
Nurses Station, revealed the only Range of
Motion provided was during showering,
transferring, and dressing the resident.

F 318
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Interview with the Nurse Practitioner on June 16,
2010, a1 9:00 a.m., at the 300 Nurse's station,
confimed the décline In Range of Motion wouild
be a natural pragression with a history of Cerebral
Vascular Accident and Muscular Dystrophy,

F 318

Interview with the Director of Nursing an June 18,
2010, at 2:00 p.m., in the Director of Nursing
office, confirmed the resident had a decline in
Range of Motion as per the Minimum Data Set
dated May 1, 2010. Confinued interview
confimned when a decline is noted in Range of
Motfon therapy Is to be notified to screen and / or
evaluate the resident. Continued interview
confirmed the resident was not evatuated by
therapy until. June 18, 2010, Further interview
confirmed the resident's care plan updated May
1, 2010, did notinclude any interventions to -
address the resitdent's decline in Range of
Mation,

Interview with the Physical Therapist on June 17,
2010, at 8:30 a.m., in the conference room,
confirmed a restorative program would bes
required for {he resident to maintain and or delay
the progression of a loss in Range of Motion, and
the resident did not have a restorative program in
place prior to evaluating the resident on June 16,
2010.

483,25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

483.25 (hj

Frae of Accldent Hazards/Supervislon/
Devices

55=D

F 323 F 323

&5=D

The facility must ensure that the resident

environment remains as free of accldent hazards Requlrement:

as Is possible; and each resident receives
adeguate supervision and assistance devices fo
prevent accidents,

The facllity wlil ensure that the resident
environment remains free of facility hazards
as possibie; and each resldent recefves
adequate supervision and assistance
devices te prevent accidents.
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This REQUIREMENT is not met as evidenced
by:

Based on medical record réview, observation,
and interview, the faciity {ailed %o ensure a safety
device was in place for one (#10} of twenty-two
residents reviswead.

The findings included:

Residen{ #10 was admitted to the faciity on
August 24, 2009, with diagneses including
Dementia, Congeslive Heart Failure,
Hypertension, and Hypothyroidism.

Medical record review of the Minimumi Data Set
{MDS8) dated February 10, 2010, revealed the
resident had short term memory problems,
required extensive assistance with transfers, and
had fallen in the past thirty days.

Medical record review of the Fall Risk
Assessments dated February 8, 2010, and April
1, 2010, revealed the resident was at high risk for
falls,

Medical record review of a Nurse's Event Note

-| dated January 9, 2010, at 12:30 a.m., reveated

the resldent experienced a fall from the bed
withouf injury. Medical record review of a Care
Plan / Gomprehensive Assessment Review nole
dated January 9, 2010, revealed a bed alarm was
to be piaced on the resident’s bed when available,

Medical record review of the Plan of Care dated
November 23, 2009, February 11, 2010, and May
4, 2019, revealed the resident was at increased
risk for injury from falls, and on January 9, 2010,

1. The bed alann was applicd 1o the bed of Tesident

A

. The nursing staff was in-serviced on 6/23/10,

STATEMENT QF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. COMPLETED
A BUILDING
B. WING
445427 06172010
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER
COOKEVILLE, TN 38501
X4y SUMMARY STATEMENT OF DEFICIENGIES D PROMIDER'S PLAN OF CORREGTION x5
PREFX (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVE ACTION SHOULD BE COMPLERCH
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 Canfinued From page 3 F 323| Corrective Action:

#10 on 6/16/10 by the DON.

An sudit was conducted 6/16/10 by nurse
rmanagement to ensure safety devices ordered
weze in place.

6/16/10, and 6/19¢10 by the DON on ensuring
safety devices arc implemented as -
récommendedfordered.

The Risk Management Nurse or designes will
monitor compliancs of safely devices monthly
during facility rounds and observations. Risk
Management Nurse wiil conduel mndem audits
with nursing staff to eosure knowledpe and proper
placement of safety devices. Nursing staff to
monitor daily for proper placement of safety
deviccs.

H1%/10
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F 323 | Contlnued From page 4 F 323

the intervention was added to the Plan of Care to
place a bed alarm when avallable.

Medlcal record review of a Nurse's Event Note
datéd April 1, 2010, at 12;30 a.m., revealed
“Called to ruom per CNA's (Certified Nursing
Assistants) making rounds found siiting on floor
@ (at) foot of hed. Awake no c/o's {complainis).
ROM (range of motion) to extremities good. No
bruises or abrasions...had taken body alarm
off...immediate Steps Implemented to Prevent
Recurrence; Bed alarm placed...”

Medical record review of a Nurse's Event Note
dated June 15, 2010, af 12:20 a.m., revealed "Pt
(patient) was attempting to gef out of bed and siid
down to flocr, 'stated my legs got weak and gave
out'...no apparent Injury...”

Observation on June 16, 2010, at 7:565 a.m.,
revealed the resident lying on the bed without a -
bed alarm in place. Observation on June 18§, :

2010, at 2:47 p.m., with the Director of Nursing
(DON), of the resident's bed, reveated the DON
removed the sheels from the bad and confirmed
there was no bed alarm present.

Telephone interview on June 16, 201Q, at 1:55
p.m., with CNA #2 revealed CNA #2 had found
the resident on the floor on April 1, 2010, at 12:30
a.m. Continued interview revealed CNA #2 had
provided care for the resident from January
through April 2310, and could not remember
seeing a@ bed alarm on the resident's bed.
Continued interview confirmed there was no
alarm sounding at the fime of the rasident's fall on
Aprii 1, 2010.

Telephone interview on June 17, 2010, at 10:05
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F 323 | Continved From page 5 F 323
a.m., with Licensed Practical Nurse (LPN}) #3, -
nurse in charge of the resident's care at the time
of the fall on June 16, 2010, confimed there was
no alarm in place at the time of the fall.
Interview on June 16, 2010, at 2:45 p.m., with the
. + H I 1
g:‘:‘;ﬁg&'ﬁgﬁeﬁgﬂ %%%béibnmﬂ;ﬁgg I: tshc;fﬁce 483,65 infaction Control, Prevent Spread,
resident had a bed alarm In place from January 9, ;'5"_%15
2010, until Jurie 16, 2010, - -
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 Regulraments
=n|S D N fequirement:
5s=D | SPREAD, LINENS The facllity wlll establish and maintain an
The facility must establish and maintain an Infectian Contral ngrarné:leslgned to
Infection Contro} Program designed to provide a provide a safe, sanitary and comfortable
zafe, sanitary and comfortable environment and enviranment and to help prevent the
to help prevent the development and transmisston development and transmission of disease
of disease and infection. and Infection.
(a} Infection Control Program Gorrective Actlon:
The facility must establish an Infection Cenirol 1. LPN #1 was remaved from the
Program under which it - responsibllitles of providing treatment care |
{1} Investigatas, contrals, and prevents infeclions as of lune 15, 2010. The nurse also
in the facility, recelved direct one on one In-service
{2) Decides what procedures, such as isolation, training regarding proper Infection contral :
should be zpplied to an individual resident; and technlgues before she was atlowed to
{3) Maintains a record of incidents and corrective return to assigned tasks as a medicatlon
actions related to infections. nurse on 6/16/10 by the DON,
2. Tha new deslgpated treatment nurse was:
(b} Preventing Spread of Infection observed durlng scheduled treatments to
(1} When the Infection Control Program ensure apprepriate infection control
delermines that a resident needs isolation to measures, Including hand washing were
prevent the spread of infection, the facility must being followed.
isolate the resident ) 3. Nursing staff was in serviced 6/23/10 by
(2) The facility must prohibit employees witha the DON on Infection Control Prevention
communicable disease of infected skin lesions Procedures.
frpm direct cont:act with rf-.sidengs or their food, if 4, The Risk Management Nurse/designee
direct contact will transmit the disease. will monitor for campliance monthlly during -
(3) The fac“lty must require Staff 1o waSh their treatment observation rounds. ’ 6}23;10
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hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice. :

{c) Linens

Personnel must handle, store, procass and
{fransport iinens so as to prevant the spread of
infection.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, facility policy review, and
interviaw, the staff failed ta wash the hands and
provide appropriate wound care during 2 dressing
change for one (#1) of jwenty-two residents
reviewed,

The findings Included:;

Observation on June 15, 2010, at 1:10 p.m.,
revealed Licensed Practical Nurse (LPN) #1
providing wound care to resident #1, Observation
revealed LPN #1 washed the hands, applied
gloves, removed a soiled dressing from the right
lateral ankle area, and described the wound as a
Stage Il wound with a moderate amount of yellow
drainage. Continued observation revealed LPN
#1 removed the sclled gloves and without
washing the hands, obtained a paper measuring
device from the treatment carl, [ocated in the
hallway. Continued observation revealed LPN #1
reentered the resident's room, washed the hands
and applied clean gloves. Continued observation
revealed LPN #1 applled saline to a gauze pad
and pattedfiouched the wound seven times with
the same ares of the gauze pad, Contlnued
observation revealed LPN #1, without changing
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Continued From page 7

the gloves or washing the hands, applied
ointment with a gloved finger to the pefimeter of
the wound, and applied a dressing with
medication, applied a foam dressing, and
wrapped the right lateral ankle area with a gauze
wrap. Confinued abservation revealed LPN#1,
spilled a small bottle of saline, removed the
gloves and wiped the saine fram the floor with a
wash cloth, and without washing the hands,
ohtained another small bottle of saline from the
{reatment cari, reentered the resident’s room,
placed the saline on a clean drape, and washed
the hands.

Continued observation revealed the following:
LPN #1 applied gloves and removed & dressing
from the left lateral foot; removed the gioves,
washed the hands, and applied clean gloves;
measured and described the wound as
unstageable 5.0 cm. (centimeters) X 2.8 cm, with
a small amount of brownish colored drzinage;
applied saline to a yauze pad and patted/touched
the wound twelve times with the same area of the
gauze pad. Observation revealed resident#1
complained of pain, and LPN #1 removed the
soiled gloves, and without washing the hands
exited the resident's room, walked down the
hallway to tie Medication Prep room, unlocked
and touched the door handle to the Medication
Prep rcom, and told LPN #2 the resident neaded
pain medication. Observation reveated LPN #2
crushed pain medication for the resident and
piaced the medication in appiesauce, Continued
observation revealed LPN #1, without washing
the hands, poured water Into a cup from a pitcher
located on the medication cart, took the
rnedication prepared by LPN #2, and refurned to
resident #1's room and administerad the pain
medication. Continued observation revealed LPN

F 441
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#1 held a straw for the resident 1o drink water
after adminlstering the pain medication, without
washing the hands, Continued observation
revealed LPN #1 washed the hands after
administering the pain medication and applied
gloves, Continued observation revealed LN #1
applied saline o a gauze pad, palted/touched the
wound, on the [eft lateral foot, four times with the
same area of the gauze pad, and without
changing the gloves or washing the hands,
appiied ointment to a solled gioved finger, and
applied ointment to the perimeler of the wound,
Continued observaticn revealed without changing
the gloves or washing the hands LPN #1 applied
a medicated dressing to the wound, applied a
foam dressing, and wrapped the wound with
gauze. Continued observation revealed LPN #1
replaced the lid on the cintmentwith sofled
gloves, arid then removed the gloves and washed
the hands.

Continued observation revealed after washing the
hands LPN #1{ spilled a cola fiom the resident's
{able, splashing onlo resident #1's dressing on
the right foot. Continued observation revealed
LPN #1 applied nloves, removed the gauze
wrapping, wet with cola, noted.the foam dressing
under the gauze wrapping was wet with cola,
exited the resident’s room, without removing the

‘solled gloves or washing the hands, and opened

the treatmant cart to obtain clean supplies.
Observation revealed LPN #1 removed the sofled
gloves, and without washing the hands,
proceeded to Central Supply to obiain an
additional foam dressing. Observation revealed
LPN #1 unlocked the Central Supply room and
obtained five foam dressings, without washing the
hands, returned to the treatment cart and placed
four of the drassings into the treatrent cart.

F 441

FORM CMS-2687{02.89) Previous Versions Ohsolels

Event ID; 10J87%

Facilly 10: TNT1G5

If continuatien sheeat Page 9 of 10

JuL 01 2010



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES |

PRINTED: 06/18/2010
FORM APPROVED

... OMB.NO, 0838-0301..

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORARECTION IDENTIFICATION NUMBER:

445427

A BUILDING
B, WING

{*2} MULTIFLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

06/17/2010

NAME OF PROVIDER OR SUPPLIER
BETHESDA HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
444 ONE ELEVEX FLACE

COOKEVILLE, TN 38501

(4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH.DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY R LSC IDENTIFYING INFORMATION}

|2)
PREFLX
TAG

PROVIDER'S PLAN OF CORREGTION

- pesy
(EACH CORRECTIVE AGTION SHOULD BE CoMFLETION

CROSS5-REFERENGED TO THE APPROPRIATE

DEFICIENGY)

F 441

Confinued From page 9

Continued observation revealed LPN #1 returned
to the resident's room, washed the hands, applied
gloves, and removed the soiled foarn dressing
from the resident's right foot, washed the hands,
applied gloves, and applied tha clean foam
dressing and gauze.

Review of the facility's policy Dressing Changes
revealed "...Remove solled dressing in frash bag.
Discard gloves in trash bag and wash hands,
Don new.pair of gloves. Clean wound per order,
Cleanse away from debris and drainage from
wound, maving from center autward; use a new
pad for each area cleaned, discarding the old
pads...Discard gloves in trash bag and wash
hands. Pon new pair of gloves. Place ordered
treatment into wound or onto dressing, as
appropriate for type of wound. Dress the wound
as ordered...Dispose of gloves and materials and
store supplies as approprizte. Wash hands..."

Interview an June 15, 2010, at 2:05 p.m., with
LPN #1, with the Director of Nursing (DON}
present, in the DON's affice, revealed the hands
were to be washed each time the gloves were
removed, and confirmed the hands were not
washed each time the gloves were removed and
after cleaning the wound on the right foot prior to
applying medication or a clean dressing to the
wound, Continued interview confirmed the
wounds were not cleansed appropriately from the
center outward and the facility's Dressing
Changes policy was not followed.
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